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Fixed bridgework with pontic teeth is a thoughtful expression of your 
prosthetic skill. The glazed porcelain contacts of pontic teeth are cleaner 
and kinder to tissues. The lingual anatomy of pontic teeth promotes 
clarity of speech and minimizes denture consciousness. The special back. 
ing used with pontic teeth insures preservation of the interproximal 
spaces. 
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Do you realize that the removal of the question of 
Social Security from the political campaign by both 
Democrats and Republicans indicates that social changes 
are inevitable? 


Do you know who favor and who oppose health pro- 
grams? What is the strength numerically and politically 
of these groups? 


Are organized physicians anti-social? Do you know 
how organized physicians imposed economic sanctions 
against their critics? Have you heard of the “Milk 
Bottle” campaign that succeeded? 


Why did health insurance fail to become a law in 1912 
when it was advocated by TEDDY Roosevelt and Al 
Smith? Do you know that health programs are not a 
new idea in America? 


Are organized dentists anti-social? Can dentistry be 
justified as an essential service in a health program? 


Are you familiar with the latest “four principles” 
adopted by the American Dental Association? Would 
dentists actually be required in applying the American 
Dental Association recommendations? Is the American 
Dental Association program a protection of the public 
and the dentist? 


What benefits should be given the child? Should all 
children or only children of poor parents be considered? 
Should adults be included in an insurance program? 
Should prosthetic appliances be made available? Why 
did dentistry lose out in European health programs? Are 
separate classes of dentists justified—desirable? 


Should a health program be administered by Federal, 
State or Local authorities? How should dental benefits 
be distributed to children—to adults—through clinics or 
private practice? Will the public pay for a dental pro- 
gram? Can the public be made to appreciate the cost of 
dental treatment, thereby placing the dentists in a desir- 
able economic position? 


These and other pertinent guestions are discussed by 
Dr. Donald MacQueen. “A Basic Plan for the Protection 
of the Public and the Dentists in Social Programs,” is a 
highly documented study that merits the serious attention 
of every dentist in the United States. It is a paper that 
will attract national attention. 


LOS ANGELES DENTAL SOCIETY 


x** 


The above announcement was mailed by 
the Los Angeles Dental Society to the 
dentists of Southern California. 


J. J. NEVIN 
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institution comes to be accepted by the com- 

munity and established as an accepted practice 
is sually slow and gradual, and often accompanied 
by bitter struggles. Yet there is in our minds a 
curious tendency, once an institution has been so 
established, not only to accept it as right, but also 
to think of it as something that has always existed 
in its established state. 


Tins process by which an idea, a policy or an 


One instance of such thinking is our attitude 
toward the educational system as it exists today. 
There is widespread acceptance of the idea that 
education is a community function, that an un- 
educated person is a liability to the whole com- 
munity, that the state must educate the children of 
the state. Not only do we accept education as a 
community function, but we also tend to think of 
free, public, tax-supported education as something 
that has always existed in America. Nothing could 
be further from the truth, and since the process by 
which education has come to be regarded as a public 
function has many close parallels to the subject 
which I have been asked to discuss, I feel justified 
in presenting to you very briefly some phases of the 
long struggle by which education in the United 
States has reached its present status.! 


Early Colonial America ha:l no free schools. The 
first move towards tax-supported education came in 
Calvinist New England. Here the idea early devel- 
oped that every child must learn to read the Bible, 
and know the general laws of the country. Massa- 
chusetts acted first, with the famous “Old Deluder 
Law” of 1647 (the preamble began “Whereas Satan, 
that old deluder”). Each town of 50 families was 
required to provide an elementary school teacher, 
to teach all children to read and spell. Every town 
of 100 families provided a Latin Grammar School, 
to prepare boys for college, where the chief study 
was the ministry. No provision was made for the 
manner in which the schools were to be supported; 
small money grants, license taxes, land endowments, 
public lotteries, and “rate bills,” or charges upon 
the parent of each child attending school were the 
most common. 


The evolution from this meagre beginning to our 
present system has been slow, gradual and hard- 
fought. Inasmuch as education is a state matter, 
we find even today various stages in the evolution 
throughout the country. Dr. E. P. Cubberley of 
Stanford, one of the most eminent historians of 
American education, has described the change from 
the early class and sectarian attitudes to our present 
concept of free education available to all, at public 
expense, as consisting of seven great battles. 


Any one who considers the term “battle” an ex- 
aggeration will be interested in this comment by 
Cubberley “Excepting for the battle for abolition of 
slavery, perhaps no question has ever been before 
the American people for settlement which caus:d 


so much feeling or aroused such bitter antagonisms. 
Old friends and business associates parted company 
over the question, lodges were forced to taboo the 
subject to avoid disruption, ministers and their con- 
gregations often quarreled over the question of free 
schools, and politicians avoided the issue. The 
friends of free schools were commonly regarded as 
fanatics, dangerous to the state, and the opponents 
were considered by them as old-time conservative 
or as selfish members of society.” 


The development of public education in California 
has followed, in general, the same pattern as that 
found elsewhere in the United States. Because of 
its late founding the State had the advantage of the 
experience of the rest of the country, but by the same 
token, as a pioneer state of relatively small popula- 
tion, public revenues were small, and there was a 
perceptible reluctance to spend any of them for 
education. 


The Constitutional Convention of 1849 made pro- 
vision for both elementary schools and a university. 
In addition to the sections of land provided by the 
Federal government, the convention appropriated 
500,000 acres of land for internal improvements, and 
included in the constitution a clause providing that 
the legislature must provide a system of education, 
with a school maintained in each district at least 
three months a year. 


The expectation that the sale of federal and state 
lands would provide ample funds for schools was 
not realized. Fifteen years passed before the legis- 
lature acted to set up a completely free system of 
elementary schools. During that time funds were 
generally provided by rate bills, tuition fees and 
private subscriptions, although some tax money was 
granted. Funds from the sale of land were divided 
among the public and religious schools. In 1864 
there were 754 public schools, but only 219 were 
free. Taxation provided $4.42 per year per child; 
the total fund per child, including money from rate 
bills, was $7. Only 25% of children of school age 
were actually in school. These conditions were 
remedied by the law of 1866, which established free 
tax supported elementary schools. A survey in 1874 
showed the total percentage of truancy and non- 
attendance to~be more than 40; 22% of all children 
of school age were not attending any school at all. 
In that year the legislature passed the firs: ™- 
pulsory attendance law. 


The acceptance of the idea that attendance in 
school should be made compulsory generally has 
not lagged far behind the acceptance of the idea that 
schools should be free and tax-supported. Several 
factors have helped to bring about a fairly general 
acceptance of compulsory attendance. Generally, 
when the support of schools became compulsory 
upon the taxpayer, an increasing number of people 
felt that attendance should be compulsory. The 
whole question also became linked to the attempt 
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to stop child labor; here the support of the labor 


unions was thrown behind the movement for com- 
pulsory attendance, both for humanitarian reasons 
and to remove the competition of underpaid chil- 
dren. It cannot be repeated too often that education 
in the United States is a State, not a Federal func- 
tion, and that therefore in every aspect we find wide 
variations in standards and attainments. So it is 
with compulsory attendance laws, both in regard to 
the time of passage, what attendance they require, 
and with respect to provisions for enforcement, and 
actual enforcement practices. 

Today the arguments in favor of free schools have 
become an accepted part of our thinking, but it 
might be interesting to summarize the typical argu- 
ments of the time against them; “The legislation 
was impractical, visionary, and too advanced”; “that 
it would make education too common, and educate 
people out of their proper position in society; that 
it would not benefit the masses, who were already 
as well cared for as they deserved; that it would 
tend to break down long established and very desir- 
able social barriers; that it would injure private 
and parochial schools, in which ‘vested rights’ had 
been established; that the State had no right to 
interfere between a parent and his child in the 
matter of education; that those having no children 
to be educated should not be taxed for schools; 
that taxing a man’s property to educate his neigh- 
bor’s child could not be defended; that the State 
may be justified in taxing to defend the liberties of 
a people, but not to support their benevolences; that 
the industrious would be taxed to support the indo- 
lent; that taxes would be so increased that no State 
could long meet such a lavish drain on its resources; 
that education is for a leisure class, and the poor 
have no leisure.” 

I have spoken of the tendency of human beings 
to assume two things: that “whatever is, has always 
existed,” ana that “whatever is, is right.” I have 
tried to show that the first assumption is completely 
false concerning public education. Anyone who 
makes the second assumption that our educational 
system of today is perfect, and that the battle for 
free, tax-supported education for everyone has been 
finally won, is wearing rose-colored glasses. Let me 
indicate only two phases of the continuing struggle. 

The shocking revelations of the amount of il- 
literacy in the United States, brought out by the 
operations of the selective service acts in the two 
wars, have focused much attention on the widely 
varing educational conditions in the country. These 
conditions have been called even more forcefully 
to our attention by the war-time shift of population 
in the past three years. Perhaps we would all be 
more tolerant of the “migrants” we meet if we 
realized that they come, usually, from states in 
which educational opportunity is very limited. 


Let me cite you, briefly, examples of three kinds 
of variations of standards. New York state requires 
all children from 6 to 16 inclusive, to attend a full 
term, the legal minimum term being 9% months. 
Oklahoma requires all children from 7 to 14 to 
attend 3% of a legal minimum term of 3 months. 


Perhaps more dramatic are the figures for expendi- 
ture per year for each child in average daily attend- 
ance in 1939. Continental United States averaged 
$88.00. New York spent $157.00, and California 
$142.00 per child; at the other end of the scale, 
Arkansas and Mississippi spent about $31.00. Thus 
the expenditure in the poorest states was about 4 
that of the richest. 


Education is a service, and the provision of that 
service costs money. It is probably too much to 
say that the amount and quality of the education 
varies exactly in direct proportion to the money 
spent, but it is fair to say that the variation is gener- 
ally in that direction. When it was realized that the 
poorest states. educationally speaking, are also the 
poorest from the standpoint of economic wealth, an 
attempt was made to remedy the condition with 
funds from the Federal Government. In 1918 and 
each succeeding year bills have been introduced 
in Congress for this purpose. A typical one pro- 
posed that Congress appropriate $100,000,000 per 
year, one-half to be used to equalize educational 
opportunities throughout the country (that is, to 
help the poorer states), the other half to be used 
for Health and Physical Education. These bills 
have been regularly defeated, if they were permitted 
to come to vote at all. Opposition has come from 
diverse groups of strange bedfellows: States rights 
advocates who fear that federal domination and 
“regimentation” will follow federal funds; the U. S. 
Chamber of Commerce, which turns a jaundiced 
eye on the idea of taxing one state for the benefit 
of another—in fact, on the idea of taxing at all; and 
the patent medicine lobby, opposing the appropria- 
tion for health education. However, there is an in- 
creasing realization throughout the ceuntry that in 
modern life, education, or the lack of it, is a matter 
of national concern; it is’ safe to say that this 
struggle will continue. 


It seems justifiable to draw certain conclusions 
concerning the development of education in America. 
The idea that education should be a charge against 
the entire community, has developed very slowly, 
as a result of a very bitter struggle. This idea has 
been supported by socially minded people who feel 
that democratic government demands an educated 
citizenry, and that the opportunity for such educa- 
tion must be equal for everyone, regardless of means. 
It has been opposed by diverse groups: Members 
of churches who believe that education should be a 
religious affair; individualists who believe that every 
man should look out for himself and his children; 
the ignorant and ill-educated, who prefer to have 
the services of their children rather than have them 
compelled to attend school; the conservative and 
property-owning, who oppose taxation, especially 
for the benefit of others. A second general con- 
clusion is that, since education has always been a 
local, or at most, a state affair, opportunities, stand- 
ards, and achievements vary widely throughout the 
country. It should also be said the extensions or 
retardment of the educational system have come 
almost entirely as a result of local popular interest 
or indifference. Finally, it must be noted that the 
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struggle for free, public, tax-supported education, 
equally available to all, in every part of our Great 
Nation, has by no means ended—the battle con- 
tinues. 


The transition from our conception of education 
as a community responsibility to our acceptance of 
health as a community responsibility is not such a 
remarkable advance as you may first think. All of 
us are familiar with the great number of activities 
directly and indirectly related to health that have 
become the exclusive concern of the state: Pure food 
and drug laws, sanitary provisions, water supply, 
control of epidemics, etc. In recent years, we have 
seen the state assume the responsibility of our 
mentally diseased and tubercular people. Research 
and treatment of cancer and infantile paralysis are 
receiving increasing government aid and have prac- 
tically become community rather than personal 
hazards. Most states provide compulsory assistance 
to those afflicted with 'veneral disease; many require 
pre-marital examinations. When this war ends, close 
to twelve million of our people will be entitled to 
liberal health services through the Veterans’ Admin- 
istration. A bill is pending in Congress now (H.R. 
4209) through the Veterans’ Administration “to pro- 
vide for the relief of certain widows, children and 
other dependents of servicemen who die as a result 
of injury or disease incurred in or aggravated by 
military or naval service.”* Through the Farm 
Security Administration, more than 110,000: rural 
families are now receiving medical care in prepay- 
ment medical plans.* The Federal Public Housing 
Authority include medical plans in their projects. 
Government projects such as TVA and Kentucky 
Dams maintain their own health programs.* A bill 
is pending now (H.R. 4909) to provide health pro- 
grams for all Federal employees.5 Several states 
and municipalities have identical legislation in 
preparation for their employees. The Children’s 
Bureau of the U. S. Department of Labor is render- 
ing important aid to the state health departments.® 


That the government must take an increased in- 
terest in the health of the nation is indicated in an 
article in the July 1944 issue of the American 
Journal of Orthopedics and Oral Surgery. The 
author is E. G. McGavran, M.D. of St. Louis, Mis- 
souri.? He points out that our former security from 
yellow fever has now disappeared because of rapid 
travel by air. Planes may now bring in infected 
mosquitos or infected persons who have not had 
time to show the symptoms of the disease. Soldiers 
returning from the tropics are bringing with them 
malaria, filariasis, and other diseases which may 
not show themselves for years. 


Those interested in this aspect of the health prob- 
lem are referred to an article in the November, 1944 
issue of the American Journal of Public Health: 
“Public Health As An International Problem”. The 
author is Raymond Fosdick, L.L.D., president of the 
Rockefeller Foundation. 


In view of the necessary extensions of federal 
interest in health—compulsory health insurance is 
quite probable. The recent election has not mini- 


mized the possibility of compulsory health insurance 
being enacted into law by the new Congress which 
convenes on January 6. One of its first pieces of 
business will probably be the revision of the Social 
Security Act. Both parties were committed to such 
a program during the campaign and it seems now 
impossible that the next Congress will avoid taking 
action. Dewey, you will recall, objected to the 
present Social Security Act because it wasn’t ex- 
tensive enough and didn’t protect all our people. 
Senator Wagner has just been reelected from New 
York and will undoubtedly continue as the spear- 
head of the movement. 


There is already speculation about the provisions 
of the new bill of economic rights which the Presi- 
dent is going to present to Congress. It is likely 
that he will copy the Bill of Rights proposed by the 
now defunct National Resources Planning Board.® 
It promised: 


1. The right to work, usefully and creatively 
through the productive years. 


2. The right to fair pay, adequate to command 
the necessities and amenities of life in ex- 
change for work, ideas, thrift and other socially 
valuable service. 


3. The right to adequate food, clothing, shelter 
and medical care. 


4. The right to security, with freedom from fear 
of old age, want, dependency, sickness, unem- 
ployment and accident. 


5. The right to live in a system of free enterprise. 
free from compulsory labor, irresponsible pri- 
vate power, arbitrary public authority and un- 
regulated monopolies. 


6. The right to come and go, to speak or to be 
silent, free from the spyings of secret political 
police. 


7. The right of equality before the law, with 
equal access to justice in fact. 


8. The right to education, for work, for citizen- 
ship and for personal growth and happiness. 


9. The right to rest, recreation and adventure, the 
opportunity to enjoy and take part in an ad- 
vancing civilization. 


The resolution by the American Public Health 
Association in its annual convention in October 1944, 
proclaimed a need for a “national program for 
medical care, available to the entire population” due 
to the fact that “the large portion of the population 
is receiving inefficient and inadequate medical care 
chiefly because patients are unable to pay the cost 
of the services on an individual payment basis, when 
services are needed, or because the services are not 
available.” ® 


Although it was difficult to establish the justice 
of a system of taxation to pay the cost of the schools, 
a program for health may prove more acceptable. 
An unhealthy person can be proved to be more of 
a liability to the community than an uneducated 
person. 
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Today opposition to tax-maintained health pro- 
grams has followed the general pattern reviewed 
in the development of public education. Reference 
to the testimony before the subcommittee to estab- 
lish a National Health Program (S. 1620) in 1939, 
presents a fairly accurate picture of the forces 
favoring and opposing compulsory health insur- 
ance.!9 At the hearings the bill was endorsed by 
13 organizations representing the public, including: 

American Farm Bureau Federation 

National Farmers’ Union 

General Federation of Women’s Clubs 

American Public Welfare Association 

American Association for Social Security 

The American Federation of Labor (AFL) 

Congress of Industrial Organizations (CIO) 

National Women’s Trade Union League 

American Association for Labor Legislation 

National Association for the Advancement 
of Colored People 

National Negro Congress 

Bureau of Co-operative Medicine 

National Conference of Catholic Charities 


While endorsing the principle of the legislation, 


several did propose amendments and constructive 


criticisms. 


Also supporting the bill were these representa- 
tives of the health services: 


American Public Health Association 

Conference of State and Provincial Health 
Authorities 

Committee of Physicians for the Improve- 
ment of Medical Care 

National Tuberculosis Association 

American Academy of Pediatrics 

National Medical Association (representing 
colored physicians) 


Representatives of the Federal agencies charged 
with the administrative problems of the bill endorsed 
its reasonableness and assured the Senate Committee 
that it provided a practical beginning for action. 


On the side of “vested interests” and in opposi- 
tion to the bill appeared the American Medical Asso- 
ciation and its constituent societies, The American 
Dental Association and representatives of hospital 
organizations who either approved the stand of the 
AMA or endorsed some few objectives of the legis- 
lation. 


The American Medical Association, it should be 
mentioned here, has fought long and viciously any 
and all attempts to distribute medical and hospital 
care on any other basis than fee for service through 
the medium of private practice.!! Anyone who points 
to the AMA’s present espousal of these voluntary 
prepayment plans as indications of its social aware- 
ness does not know or disregards the following 
facts: 


1. In 1933, the House of Delegates of the AMA 
refused to approve the majority report of the Com- 
mittee on the Costs of Medical Care which recom- 


mended that medical service be provided by groups 
of physicians and that cost be placed on a group 
payment basis.!? 


2. The AMA opposed the Blue Cross Hospitali- 
zation as late as 1934.13 


3. Drs. Ross and Loos were expelled from the 
Les Angeles County Medical Association because 
they operated a group prepayment plan. Later they 
sued for and were granted reinstatement.1*4 


4. It‘ opposed the Kaiser Health Service and 
gained a powerful crusading antagonist in Henry 
Kaiser.15 


5. For its efforts in impeding the Group Health 
Association of Washington, D. C., it was accused 


‘and convicted by the Supreme Court of the land 


of violating the rights of free enterprise.!® 


Many other instances of obstruction can be cited 
against the AMA. In Dallas, Philadelphia, New 
York, Boston, Baton Rouge, Elk City, Milwaukee, 
and other cities, the AMA through the local socie- 
ties tried to prevent physicians from participating 
in voluntary prepayment plans.!7 Those who then 
opposed the dictates of the AMA were called “reds”. 
Anyone familiar with this period of AMA pressure 
rule will recall the phrase “socialism and com- 
munism inciting to revolution” used by the editor 
of The AMA Journal in describing the report of 
the Committee on the Costs of Medical Care.'* 
After stating that the trend of the Committee’s 
studies was toward insurance schemes and govern- 
ment practice, the editor, Dr. Fishbein, said: 


“The Journal has pointed out repeatedly that such 
practices will mean the destruction of private prac- 
tice; that they represent the exploitation of physi- 
cians for the gain of business; that they put medical 
schools into unfair competition with their own grad- 
uates; and that they are, in a word, ‘unethical’. . . 


“The alignment is clear— on the one side the 
forces representing the great foundations, public 
health officialdom, social theory — even socialism 
and communism inciting to revolution; on the other 
side the organized medical profession of the country 
urging an orderly evolution.” 


This name-calling and red-baiting directed toward 
the Committee on Costs of Medical Care seems 
ridiculous when we recall that the chairman was 
Dr. Ray Lyman Wilbur, former dean of the Medical 
School and later president of Stanford University, 
a past-president of the AMA and from 1929 to 1933 
Secretary of Commerce in President Hoover’s cabi- 
net. 


Because of the AMA and its component societies, 
two organizations then very active in the field of 
medical economics —the Milbank Fund and the 
Rosenwald Fund—were forced to drop their work.’ 
The Milbank Fund derived a considerable portion 
of its income from Borden Milk Products. The 
threatened or actual milk bottle boycott caused the 
Milbank Fund to abandon its further studies of 
medical economics, discontinue its publication plans, 
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and dismiss its executive secretary, one of the most 
active voices in the plea for health insurance, Dr. 
John A. Kingsbury. The Rosenwald Fund, affiliated 
with Sears Roebuck, found the subject too difficult 
and dropped its interest. 


Needless to relate, there has been an unfavorable 
public reaction to the tactics of the American Medi- 
cal Association. No longer do medical societies, as 
they did in New York, publish full page ads that 
identify the movement for health insurance with 
communism.2° The AMA has ostensibly withdrawn 
its efforts to mould public opinion. 


The National Physicians Committee, the present 
propaganda agency of the AMA, recently employed 
a research bureau to ask the public a series of ques- 
tions that were evidently designed to prejudice them 
against the present Wagner-Murray-Dingell Bill.** 
People were asked if they would approve a Federal 
‘health program that increased Social Security taxes 
to 6%, yet only 14% of the fund was earmarked 
for a health program. 32% expressed approval of 
U. S. Medical care. 63% stated that an easier 
method should be developed to pay for medical care. 
Dr. J. A. Salzmann, editor of the New York Journal 
of Dentistry, was one of the first to comment on the 
inaccuracy of this survey.?? 


The National Physicians Committee has distri- 
buted more than 12,000,000 pamphlets and booklets 
to the public through physicians, retail drug stores 


and insurance companies. It estimates that it will - 


require half a million dollars annually for three 
years to carry on its propaganda against compulsory 
health insurance.?% 


Another organization functioning outside the 
AMA but composed exclusively of AMA members 
is the A.A.P.S.— The American Association of Phy- 
sicians and Surgeons. According to the April 1944 
issue of Medical Economics, “the chief immediate 
aim of the Association is to render inapplicable 
the Wagner-Murray-Dingell Bill or any modification 
thereof.” *4 


That the use of the NPC and the AAPS has not 
been entirely successful window trimming for the 
AMA is evidenced in the recent decision of the 
Illinois Supreme Court. The Illinois Supreme Court 
denied that the AMA was exempt from unemploy- 
ment taxes as a scientific organization. The court, 
while conceding the good work of the AMA, cited 
its attempts to mould public opinion, influence 
legislation, etc., as functions beyond the scope of 
a scientific group. This decision, it is estimated, 
will cost the AMA approximately a half a million 
dollars in unpaid back taxes.?5 


These instances of poor public relations should 
prove to the dental profession the inadvisability of 
tying dentistry’s star to the political movements of 
organized physicians. It is safe to say that an en- 
lightened group of our population considers the 
AMA reactionary and obstructionist. The publicity 
given their actions in popular periodicals has made 
the public pretty well aware of the AMA attitude. 


Public debates, in which the editor of the AMA 
Journal, Dr. Fishbein, has participated, have not 
increased esteem for the AMA, even among physi- 
cians.2® The recent controversy surrounding the 
provision of medical services for the wives of men 
in the armed services through the Emergency 
Maternal Infant Care program lost more friends 
for medical organizations. The insistence by the 
AMA that the government make cash grants and 
that physicians be allowed to determine how much 
over this grant the patient could pay, emphasized 
once again the mercenary attitude that has so often 
clouded clear thinking about health problems.?7 


Although the AMA has elected to carry the ball 
for the “vested interests”, it should not be assumed 
that the AMA is the single group opposing com- 
munity health programs. Other “vested interests” 
are: 


1. Drug manufacturers, wholesalers and retailers, 
all of whom would be influenced by a national health 
program that would provide “drugs and appliances”, 
a logical benefit.*® 


2. Daily newspepers, magazines and radio chains 
have something at stake if the products of drug 
advertisers are affected. Recall how the press fought 
the pure food and drug laws, how viciously they 
are opposing any government plan to “grade” food- 
stuffs. We all remember how bitterly they fought 
our dental anti-advertising law.2® 


3. Insurance companies have been developing 
accident and health insurance more aggressively in 
recent years. They also fear that a social security 
program of this extent will interfere with their 
business.°° 


4. The reactionary wing of big and little business 
which opposes any new form of taxation and resents 
the thought that one state should be taxed to provide 
benefits for another state. Those groups are essen- 
tially those who, in the past, have opposed child 
labor legislation, workmen’s compensation and ex- 
tended public education.®! 


Many people have been misled into believing that 
the government did not ask the AMA to help in 
preparing a national health program. This is not 
true. Wagner and Murray have both pleaded with 
medicine to develop a plan. Bill 116, in its provi- 
sional set-up, expressly stated that the plan must 
be made by physicians. Those interested in the 
AMA’s attitude should refer to the testimony of 
medicine’s official representatives at the hearing on 
S. 1620.32 Dr. Arthur W. Booth, then Chairman of 
the Board of Trustees of the AMA, presented a 
series of objections to the Bill, some of which he 
contradicted in other testimony. Upon questioning 
he finally admitted that he had not read through 
the Bill. So apparent a faux pas was this admission 
by Dr. Booth that one medical society journal com- 
mented: “The representative of the AMA, the presi- 
dent of the Board of Trustees, who was given the 
assignment of supporting the position of the AMA 
and the medical profession before the Senate Com- 
mittee, was compelled to admit that he had not 


read the Bill. In consequence, such arguments as 
he had to present were nullified. 


“Comments upon this turn of events naturally 
assume various forms. There is no accounting for 
a bonehead performance.” 


It is not my purpose tonight to advocate any spe- 
cific economic form of public health program, but 
to bring to your attention, as forcefully as possible, 
the fact that some form of program is coming, in- 
evitably. Unless we devise a plan of therapeutic 
performance acceptable to ourselves and to the pub- 
lic, we will perforce take whatever plan is foisted 
upon us. We know that dentists and physicians 
locate according to income distribution of popula- 
tion.4 We also know that areas of low income have 
the highest birth rate and the greatest incidence 
of sickness and disease.35 We know that the largest 
number of our citizens come from poor homes. We 
appreciate that as long as professional men have an 
economic problem of their own, the essential health 
needs of such groups must be neglected. We realize 
that medicine and dentistry will never solve a man- 
power shortage that’ would put professional people 
in areas that do not promise a reasonable chance 
for a favorable livelihood. We are aware that as 
educational requirements for dentistry have in- 
creased, fewer dentists have graduated, while the 
population has steadily increased.5¢ 


At the same time you must be willing to admit 
that agitation for community health programs will 
continue as long as the need for them exists. For- 
tune Magazine in July 1942 found that 75% of our 
people were willing to pay for medical and dental 
care in the form of taxes. In the latter part of last 
year in the National Research Opinion Poll it was 
found that 85% were ready to accept such a plan.37 
More recently, the California Medical Association 
published results of a poll conducted for them.%® 
It was found that 50% of those interviewed replied 
‘Yes’ to the question: “Do you think we should 
have some sort of socialized government controlled 
medical plan?” 34% said ‘No’; 16% said they did 
not know. 


Those who believe the movement for compulsory 
health insurance has been instigated by the New 
Deal, forget, or do not know, that the movement has 
a long and honorable history.*® In 1912 Theodore 
Roosevelt and the Progressive party endorsed com- 
pulsory health insurance. In 1915 the Standard 
Bill, prepared with the cooperation of a committee 
of the AMA, was defeated in Congress only through 
the efforts of the insurance lobby, incensed because 
the bill included, among others, Funeral Benefits.*° 
In 1916 and 1917 this same Standard Bill was' con- 
sidered: by some 15 state legislatures. In his address 
‘to the New York state legislature in 1919, Governor 
Alfred E. Smith said: 


“The incapacity of the wage earner because of 
illness is one of the underlying causes of poverty. 
Now the worker and his family bear this burden 
alone. The enactment of a health insurance law, 


which I strongly urge, will remedy this unfair con- 
dition. Moreover, it will result in greater precau- 
tions being taken to prevent illness and disease, and 
to eliminate consequent waste to the state there- 
from. . . . Proper provision also should be made’ 
for maternity insurance in the interest of posterity 
and the race. . . .” 4! 


The Committee to Investigate the Cost of Medical 
Care was appointed by President Hoover in 1929. 
The findings of this committee are still cited as the 
first evidence for the need of a different economic 
way of providing health service for everybody.*? In 
recent years five bills relating to compulsory health 
insurance, have been introduced in Congress.*% 
38 similar bills have been presented in various state 
legislatures.** Rhode Island now has a compulsory 
health insurance law that provides cash benefits 
only.*® Those who have studied the trend of health 
insurance know cash benefits have always preceded 
benefits in kind. Practical experience has shown 
that cash benefits are either inadequate or are not 
spent for care.*® 


An analysis of the opposition to community health 
programs and an evaluation of trends that seem to 
make them inevitable should indicate that dentistry, 
to progress in public relations, must accept a more 
social attitude. To date the ADA in its public rela- 
tions has seemingly copied the AMA. That our 
attitude and opinions have not been as widely and 
unfavorably publicized may be only a reflection of 
public indifference towards dentistry. Those inter- 
ested in dentistry’s attitude to date toward a national 
health program are referred to the dental testimony 
of our representatives on S. 1620 at the time Dr. 
Booth of the A.M.A. so completely extinguished 
himself.47 For several years the ADA presented its 
eight principles as dentistry’s social blue print. 
Some of us here tonight heard Dr. Allen Gruebbel, 
executive Secretary of the Council on Dental Health 
of the ADA, discuss those eight principles, and the 
attitude which the profession has shown toward 
them, at a meeting of the Southern California © ate 
Dental Assn.*® He said that the greatest indictment 
which can be leveled at the dental profession is that 
it has done little or nothing to put the principles 
into practice. The House of Delegates, at Cincin- 
nati, voted to oppose the Wagner-Murray-Dingle 
bill because it does not support the eight principles 
— these principles which we have adopted and then 
ignored. He asked us what we could answer if our 
representatives were to appear before the Congres- 
sional Committee holding hearings on the bill, and 
be asked, “Well, if you don’t like this bill, what 
do you like?” Dr. Gruebbel said, “We are indeed 
in a very delicate position because the very things 
that we have proposed, and that we have accepted 
as being for, we have not ourselves done.” 


At the recent meeting of the ADA in Chicago, 
the House of Delegates upon the recommendation 
of the Council of Dental Health, adopted four prin- 
ciples to replace the eight principles.4® These four 
principles are: 
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. Research: Adequate provisions should be made 
for research which may lead to the prevention 
or control of dental diseases. 


2. Dental Health Education: Dental Health edu- 
cation should be included in all educational 
and treatment programs for children and 
adults. 


3. Dental Care: A. Dental care should be avail- 
able to all regardless of income or geographic 
location. 


B. Programs developed for dental care should 
be based on the prevention and control of 
dental diseases. All available resources should 
first be used to provide adequate dental treat- 
ment for children and to eliminate pain and 
infection for adults. 


C. Dental health is the responsibility of the 
individual, the family and the community in 
that order. When this responsibility, however, 
is not assumed by the community, it should be 
assumed by the state and then by the federal 
government. The community in all cases shall 
determine the methods for ‘providing service 
in its area. 


4. In all conferences that may lead to the forma- 
tion of a plan for dental research, dental health 
education and dental care, there should be 
participation by authorized representatives of 
the American Dental Association. 


There you have the present direction for planning 
the future of dentistry in an extended social security 
program. As you think and believe, so may you 
interpret these principles. They are either nothing 
at all or a pledge by the A.D.A. to plan the dental 
health of America. They are either a barrier to 
constructive programs or the most liberal thinking 
yet done by an important group of health practi- 
tioners. Let us briefly review these four principles. 
You will be hearing much about them during the 
next year. 


1. The pronouncement of the need for dental 
research represents forward thinking. No program 
of dental health will be successful that considers 
only the “patching up” of destruction in the mouth. 


2. The subject of dental health education opens 
a new field for speculation — a field full of wonder- 
ful possibilities. Dental health education should 
begin with dentists and physicians and definitely 
with study of these four principles. A program of 
dental health education should state the direction 
dental research will take — the means that will be 
used to raise dental research to a position of first 
significance. Certainly dental ailments affect more 
people than any other physical disturbance. Al- 
though the need for cancer research may be more 
dramatic, it is more limited in its application. The 
need for dental research must be made known to 
dentists, physicians, educators, legislators and 
others. That aim can be our first purpose in a 
program of dental health education. 


The meaning of dental care as defined in the third 
principle must be explained. Most of us have a 
fairly accurate understanding of the two words 
“medical care”. By “medical care” most of us 
assume care that is as adequate to maintain and 
restore health as present knowledge permits. We 
have a right to believe that a definition of “dental 
care” presupposes dental care that is as adequate 
to maintain the mouth in as healthy a condition 
as dentistry can at present prescribe. Anything less 
than that is not “dental care”. Might not a full 
understanding of “dental care” be the first concern 
of both dental research and dental health education. 


That this dental care should be available to all 
regardless of income or geographic location implies 
an equalization of dental benefits — a worthy recom- 
mendation that can exist only in a program that is 
administered by the Federal Government. We have 
already proved, I hope, that the variance in edu- 
cational standards is the direct result of local ad- 
ministration. Practical experience indicates that 
such a variance in medical and dental benefits would 
follow any program initiated and administered by 
local ideals and prejudices.5® We must support that 
declaration — “dental care should be available to 
all”. Any hedging would justify the accusation that 
we have been talking out of both sides of our 
mouth. 


Also in the third principle it is stated — “all 
available resources should first be used to provide 
adequate treatment for the child and to eliminate 
pain and infection for the adult”. There you have 
a sincere expression of organized dentists in their 
desire to do something, but a recommendation that 
may literally prove to be a stick of dynamite under 
our foundation. 


It is clear that the services proposed for adults 
in this principle are limited. Let’s grant that this 
limitation has been dictated by lack of information 
about the health needs of adults for dentistry, the 
manpower required and available and the cost. 
Must we, however, jeopardize everything simply 
because we do not have the information necessary 
for more specific planning? Must we follow the 
sad example of organized dentistry in other parts 
of the world under similar circumstances? Do we 
not realize that it was just such a recommendation 
by dental organizations in other health programs 
that in some instances returned dental surgery to 
medical practitioners and created a class of tech- 
nician dentists? 5! Do we not know that in all health 
programs minimum benefits become maximum 
benefits for generations? 52 In this recommendation 
for dental care for adults, are the services of den- 
tists really required? Dean Sloman in his valuable 
criticism of the present Wagner bill called our at- 
tention to the fact that no state law in our country 
forbids physicians from performing surgical opera- 
tions within the mouth.5? Physicians, by virtue of 
their licenses, therefore, can “eliminate pain and 
infection for the adult”. 


We are willing to concede that such a recom- 
mendation was made with no knowledge of available 
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and required manpower and the need for dentistry. 
Nevertheless, would medicine even without such in- 
formation sponsor half-healthy people in a program 
of this extent? Organized medicine insists that 
patients in charity clinics receive a quality of care 


equal to the best. Can dentistry, therefore, con- - 


scientiously recommend a program to the govern- 
ment that provides half-healthy oral conditions. 
What dental defects can we tell legislators are per- 
missible — are not related to health— are simply 
cosmetic services? 


Many of us were encouraged recently, by the 
initiative and courage shown by the Canadian Dental 
Association in working With its government to estab- 
lish a place for dentistry in their compulsory health 
insurance program.54 We were disappointed, how- 
ever, by an editorial that appeared recently in the 
Journal of the Canadian Dental Association, in 
which the Editor questioned the advisability of in- 
cluding gold bridgework in a program for insured 
people.55 We saw in this emphasis on the mer- 
chandise of dentistry the threat of repeating den- 
tistry’s misfortunes in programs abroad.5® If we 
are going to accomplish anything worthwhile for 
the public and the profession we must cease to 
emphasize the prosthetic items and materials we 
use as a means to a health service.57 Unless we 
emphasize essential health considerations above 
merchandising attitude, we may shortly find our- 
selves in the uncomfortable position of our English 
dentists. When the government, because of shortage 
of rubber, eliminated vulcanite from dental practice 
in England, one society after another spent hours 
debating the advisability and practicability of giving 
insurance patients plastic dentures.®8 Dentists felt 
that if they were compelled to give insurance pa- 
tients plastic dentures, they would have nothing at 
all to sell their private patients. It is this attitude 
toward the merchandise of dentistry that is respon- 
sible for mail order dentures and repair shops that 
thrive on making new dentures without impres- 
sions.5® Can you imagine a surgeon performing 
an operation on a charity patient with poor tools 
and poor technique simply in order to be able to 
charge a wealthy patient more for an operation per- 
formed with proper tools and technique? 


Our dental health education principle must be 
developed to explain what we mean by “adequate 
treatment to children and relief of pain and infec- 
tion for adults”. We must not allow misapprehension 
about this phrase to kill dental progress forevermore 
in America. 


Advocates of states rights and opponents of 
federal regimentation will fight any attempt to 
remove local professional and_ partisan politics from 
a health program. James Rorty in his book “Ameri- 
can Medicine Mobilizes”, cites an example from 
very close to home to show the weakness of locally 
conceived plans. He tells how Dr. Pomeroy, our 
local health officer, developed 12 health centers to 
serve the indigent in Los Angeles city and county. 
These centers worked very well, under staffs of 
volunteer physicians who received small fees per 


visit, until the depression hit bottom in 1932, and 
doctors themselves got hungry. Pomeroy proposed 
that the doctors be paid, but the medical society 
raised a cry against “state medicine”. The solution 
of the society was the so-called San Fernando Plan, 
which sent the indigent patients to the doctors’ 
offices at a fee of 50 cents per visit, with additional 
charges for extra services. The 12 health centers 
were abandoned except for the one at Alhambra, 
where 40,000 people signed a petition in protest. 


Our experience in Los Angeles was not unique. 
In fact, it is almost typical of the fate of locally 
sponsored and operated health plans.®! In the 
February 1944 issue of the American Public Heatlh 
Journal the weaknesses of localism are most tren- 
chantly brought out.®? Let me quote you two para- 
graphs, “Partisan politics, especially in small units 
of government, have often paralyzed the activities 
of health authorities or have prevented the utiliza- 
tion of the men who have even a slight understand- 
ing of public health possibilities. 


“It must be put into the record, too, because it 
is a fact, regrettable though it is, that medical 
organizations, local, state and federal, often with 
only a slight understanding of public health prob- 
lems, have been bewildered and alarmed by govern- 
mental action in public health; have opposed plans 
that were not microscopic in volume; and have tried 
to insist upon administration by the small govern- 
mental units, which were more likely to be subject 
to their influence. This is not always the case, but 
it is the general picture.” 


In view of all these experiences, do we think that 
a local dental program is what we want? Do we 
want a plan that will vary its benefits to the public’ 
and its compensation to the profession? 


Do we not realize that the most important object 
of our principle concerning dental health education 
is to convince the public that only a complete dental 
program will be worth its cost? Medicine won't 
have that proving to do. Medical care is regarded 
as such an essential part of a program of total 
security that plans and concessions are made to 
include it in legislation. No coaxing or cajoling of 
dentistry is ever considered. We must, with our 
own resources, establish the place for dentistry and 
then proceed to justify it. 


Do you now see evident the purposes the principle 
of dental health education can serve? 


Incidentally, in the last week, some physicians 
received proofs of a pamphlet titled, “Principles 
of a Nation-wide Health Program”. The principles, 
developed by the Committee on Research in Medical 
Economics of New York were also four in number."* 


“1) Comprehensive medical services and facili- 
ties shall be physically and financially. available to 
all people; 2) these services shall be so organized 
and supplied as to be scientifically efficient and as 
economical in cost as is consistent with quality; 
3) the services shall be adequately and securely 
financed; and 4) professional opportunities shall 
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be improved and adequate income assured the per- 
sons and institutions furnishing service.” 

Why must we, in developing a plan for American 
dentistry, refuse to observe the experience of den- 
tistry in other parts of the world, in similar situa- 
tions. Those responsible for planning the future 
of dentistry here should have before them a jarge 
placard containing these cautions: 


1. Voluntary plans precede compulsory aii 
2. Cash benefits precede benefits in kind. 

3. Minimum benefits become maximum benefits. 
4 


. Programs for selected groups are eventually 
extended to include everybody. 


5. Abuses tolerated in the beginning of a pro- 
gram are usually impossible to correct later. 
Let’s not forget that it took Massachusetts 
37 years to correct an unworkable compulsory 
attendance law, and that California did not 
have completely free high schools until 1915. 


6. If provision is not made for the payment of 
dentistry during development of a health pro- 
gram, dentistry becomes an additional benefit 
available at option and from money left over 
after all other expenses are paid. 


The February issue of American Public Health 
Journal also offers us a goal for planning with 
these words:®4 


“1. Once and for all we must recover from the 
fallacy of picayune plans. We must no longer be 
afraid of adequate plans, plans which are as big 
as the evils they aim to control. As a matter of 
fact, it is often easier to secure the adoption of a 
big plan than of a little one. A little plan, offered 
in face of a big need, suggests little officials to 
whom fiscal authorities do not need to pay much 
attention. We Americans are convinced that we are 
the most resourceful, energetic, dynamic, compe- 
tent people now existing. I judge that we are; 
but this is not true as to our public health progress. 
Why should we be relatively a backward people 
in this most strategic of social opportunities?” 

With this caution from the American Public 
Health Journal, can we recommend to government 
agencies any program for dental care other than 
adequate, acceptable dentistry? Adequate dentistry, 
we recognize, is the science and art which seeks 
to obtain and maintain the highest physiological 
condition in the human mouth. Acceptable dentistry 
is dentistry of a quality we will not criticize or 
excuse. 


Let me summarize for you, briefly, the points 
which I have established in this introduction, neces- 
sarily long because I have felt that I must first 
show, conclusively, the need for action before pre- 
senting a plan. 


1. Services and institutions become established 
as community functions only by a slow and gradual 
process of evolution. This evolution is always op- 
posed by ‘vested interests’. 

2. The evolution toward our acceptance of health 
as a community function has already made much 


progress. There is at present a widespread demand 
for a great speed-up in this trend. 

3. Vested interests, such as our professional 
societies, drug manufacturers and others, have 
fought the trend bitterly, with a resulting loss of 
public esteem. 

4. The ADA, in its four principles, has set up 
guide posts for dentistry’s participation in a health 
program. However, we lack almost entirely the 
information necessary to put these principles into 
practice in a plan acceptable to both the public 
and the profession. 


5. Attempts to solve such problems by strictly 
local methods are doomed to failure. 

Should we’ not, according to this reasoning, insti- 
tute immediately a pilot plan to justify a program 
of adequate, acceptable dentistry? If such a pilot 
plan is not started, how else can we prove that 
the expense involved for dental care will be more 
than justified by the results gained? Believing, 
as I do, that we must begin to plan, I should like 
now to present my ideas of a pilot plan for dentistry. 


First, we must know the needs and demands for 
dentistry. The recommendation of less dentistry 
than complete dental care is a reflection on the 
value of dentistry as a health service. It is an indi- 
cation that we believe that dentistry has only a 
limited relation to general health. Is that our story? 
If it is our story, why then should we not prepare, 
now, for the day which will eventually bring aux- 
iliary dentists? ® This situation can well come to 
pass if in all of our recommendations for dental 
health we continually insinuate that dentistry is too 
expensive for the public to buy. What our official 
representatives say to government agencies becomes 
that government agency’s evaluation of dentistry.** 
We are accepted at our own evaluation. 


Our purpose should be to develop a plan that 
will protect the interests of the public and at the 
same time maintain the high professional standards 
that will stimulate progress. We must also, for the 
profession, create conditions of employment, in- 
cluding compensation that will attract the best 
intellects to the career of dentistry. 


At the moment we have little tangible evidence 
to justify complete dental care in a public health 
program. On the contrary, we must eliminate the 
impression that dentistry is too expensive. Further- 
more, we have little knowledge of the actual needs 
for dentistry. The information available is too 
meager to form any accurate conclusions. The 
Chicago Dental Society, some years ago, made a 
survey of industrial workers.®* The St. Louis Dental 
Society made a similar survey.*® Beyond these, our 
greatest source of information is the work done by 
Dr. Klein of the U. S. Public Health Service, and 
the work of various state departments of health 
and individuals.®® This information must be corre- 
lated and evaluated. Further studies will be neces- 
sary. Surveys should be made of dental needs ac- 
cording to geographic location, rural and urban, 
according to income groups, racial and occupational 
groups. 
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We must also differentiate between the need for 
dentistry and the demand and desire for dentistry. 
What percentage of our people will avail themselves 
of free dental care, if the compulsory examinations 
are not required? Under “dental benefit” in the 
Canadian Health Insurance Bill this pertinent para- 
graph appears: 


“For the effective and economic administration 
of the program persons entitled to benefits there- 
under may in accordance with regulations made in 
that behalf be required to attend at prescribed 
times at the office of the dental practitioner selected 
by those persons”.7¢ 


More than likely such a stipulation must be 
included in any program we suggest for dental care. 
Means must be developed to make compulsory 
examinations enforceable. 


After we know the needs and the demands for 
dentistry, we must then determine the manpower 
required and available. Available manpower can 
not be determined until conditions of employment 
are outlined, including compensation, working con- 
ditions, vacations, opportunities for graduate study. 
etc. Reference was made earlier in this paper to 
the survey now being conducted of federal, state 
and municipal health programs, that shows that a 
wide variance appears in the salaries paid physi- 
cians and dentists.7! The salaries paid general 
practitioners in medicine and dentistry must be 
equalized and increased. Opportunities must be 
made available in health programs for specialists 
of both professions. A favorable situation exists 
in the United States Public Health Service, where 
its 1230 physicians are paid from $2,600 to $10,000 
a year and 277 full time dentists receive salaries 
from $2,600 to $9,000 a year.7*2 Whereas the com- 
pensation paid physicians and dentists in federal 
programs is practically the same, various states 
around the country pay dentists approximately 
25% to 35% less than physicians. 


Into our picture of required and available man- 
power must be included attention to auxiliary per- 
sonnel, assistants, hygienists and technicians. These 
auxiliary personnel must be developed on the basis 
they have proved most useful. No consideration 
should now be given to any program that considers 
extension of the duties of auxiliary personnel.™ 
Dental progress, in our opinion, will not be assisted 
by entrusting the care of children to hygienists, 
and prosthetics to less trained dentists. No one 
should perform a single operation in the mouth 
who does not realize how his work may affect the 
future general and dental health of the patient, and 
how his work may hinder or affect the work of 
another dentist.74 


Those who recommend auxiliary dentists on an 
economic basis forget or do not know that the salary 
of the average skilled dental technician without 
formal dental education exceeds the average income 
published for dentists. 


Our aim at this time should be to use auxiliary 
personnel more intelligently. A definite training 


must be instituted for dental technicians that will 
give them the status of dental pharmacists. They 
must be trained to interpret the instructions of 
dentists intelligently. Dentists must be taught to use 
technicians within the limitation of the technician’s 
knowledge and abiliy. 

A graduate program for dentists and auxiliary 
personnel must be anticipated and encouraged. 
Under ideal working conditions in public health 
programs, new knowledge will lead to a higher 
quality of service and greater efficiency in the dis- 
tribution of dentistry. 

Dental education must continue to be progressive. 
Dentists and physicians owe it to the public to 
practice with the assistance of the best contem- 
porary knowledge. This knowledge must be made 
available and compulsory means developed to ensure 
its use. Concerning the quality of medical care 
presently available, Dr. Hugh Cabot, Chief Con- 
sulting Surgeon of the Mayo Clinic, and one of the 
chief promoters of the Committee of Physicians 
for the Improvement of Medical Care, makes this 
statement: “There are very large areas in this 
country where the practice of medicine as at present 
carried on is medieval. The physicians practicing 
there are members, properly so, of their county 
societies and therefore necessarily of the American 
Medical Association, but who says whether or not 
the article which they are selling is a first-class 
article or a very shoddy article, in fact one which 
is very expensive at any price?”75 

During the time we are determining the need: and 
demand for dental care we can do much to select 
a method of distributing dental benefits. There are 
three ideas that must be studied. 


The first idea that must be most carefully con- 
sidered is the much talked about method of advo- 
cating a lowering of our standards or the limiting 
of our services to meet a price that the patient can 
or is willing, in their ignorance, to pay. The purpose 
of our consideration must be to forever put this idea 
out of our way. Dentistry must not be sacrificed 
on the altar of mamon, laziness or the ignorance of 
the aims and objectives of dental health service. 


The second possible method is to administer den- 
tistry in a social program through the medium of 
private practice. The purpose of our planning is 
to see that some degree of private practice is main- 
tained under any social health program that may 
be set up. We surely realize that some change is 
inevitable. However, we know that some people will 
demand and have a right to personal service and 
such service must be made available. 


The generally accepted, and most often spoken 
of advantage of private practice is that it maintains 
the personal relationship of doctor and patient, so 
important, it is said to the confidence of the patient 
and the therapeutic value of the service. With this 
thought in mind it is a strong point in favor of 
private practice: But is the point valid? Surely we 
realize that no such personal relationship exists be- 
tween the other medical specialists and the public. 


The man on the street will likely heartily defend 
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his right to choose his doctor. Yet if he is asked 
where he would go to get the best diagnosis and 
treatment, nine chances in ten he would answer 
“The Mayo Clinic” or some other large and well- 
known health center. In these places where the 
patient becomes a case and a number, there is 
about as much personal relations between physician 
and patient as there is between the warden and 
the prisoner. 


There is still another phase to consider about 
private practice as a means of distributing dental 
benefits under a social program. Do we want to, 
and can we treat both private patients and the 
clientele of whatever social program is set up in 
the same office? Let’s assume, for the moment, that 
the first step in the coming change is the adoption 
of some sort of insurance program for a segment 
of our population. In an insurance program com- 
pensation to the dentist engaged in private practice 
will be either a fee for service or on an hourly basis. 
When this compensation becomes public knowledge, 
will insurance fees affect the fees paid by our private 
patients? That has happened in other countries. 
Suppose for instance, you are given an allowance 
of $50.00 for an upper and lower set of dentures. 
How much larger a fee can you justify with your 
private patients? What more can you give a private 
patient than the complete service you must provide 
your insurance patients? Will you give just a selling 
talk or a few gadgets? 


In a recent paper Dr. Thomas Parran, Surgeon 
General, U. S. Public Health Service, made some 
remarks which I consider very much in point here.7® 
He pointed out that some ten million men and wo- 
men in the armed services are now receiving benefits 
of complete medical and hospital care — benefits 
which they will not willingly forego for themselves 
and their families after the war. Planning to meet 
this expected demand, he said, involves a system 
of hospitals. Metropolitan areas should have base 
hospitals with facilities for teaching, research and 
service. More restricted areas would have district 
hospitals, lacking some of the teaching and research 
facilities. Rural hospitals would be smaller and 
more limited in service than those of the district. 
At the periphery would be health centers “the field 
centers of the future system of public health and 
medical care”. 


After pointing out the increasing need for doctors 
to work together in groups, pooling knowledge and 
skills, Dr. Parran, continued: 


“Hospitals are only a part of a national health 
system. A program designed to provide optimum 
health for all our people would include greatly 
expanded preventive services, sanitary facilities and 
control of mass diseases. It must include physicians, 
dentists, laboratory technicians and sanitary engi- 
neers. It must include nurses... ” 


Dr. Parran’s remarks suggest the third, and, I 
think, the only possible method of distributing 
dental benefits under a social health program—by 
means of clinics. Inasmuch as any national health 
program would be entrusted to the U. S. Public 


Health Service, his prescription has an authoritative 
implication. In the central base hospital and com- 
munity health centers which he presents as a nucleus 
of a national health program, there must be pro- 
vided adequate facilities for the administration of 
his professional ability in the most useful manner. 
All services of dentistry and medicine would be 
available through one center. Auxiliary personnel 
could be used in a more efficient manner. There 
would be a close cooperation between medicine and 
dentistry that should create a greater appreciation 
of the problems of dentistry and possibly assist in 
dental research. Clinics would be the greatest pro- 
tection to private practice. It is easy to understand, 
if private patients and insurance patients are 
handled in the same office, a consistent lowering 
of fees to private patients would inevitably result. 
Insurance patients would demand as much time 
and service as private patients. In a system that 
included the administration of dental benefits 
through clinics the majority of patients we are now 
serving would continue to patronize the private 
practitioner. For the same reason that public and 
private schools are not operated in the same build- 
ing, public and private practice would be equally 
incompatible. The private school exists because it 
caters to better surroundings, and social ambitions. 
and renders what many feel is a more personal 
service. Private practice can prosper on practically 
the same basis. There are enough patients who pay 
$12.00 a day for a hospital room whom, medicine 
swears, receive no better care than a $3.00 a day 
ward patient. 

Unfortunately, there is very little information 
available on the cost of administering dental bene- 
fits, even through group practice. Our only sources 
of information are the clinics for children conducted 
by municipal boards of education, city health de- 
partments, and the like. 

A few dental clinics for children exist, supported 
by philanthropic funds, but not much is known of 
the quantity or quality of the work that is given— 
except that they all render less than complete care. 
Therefore, their data are not related:to the purpose 
of our pilot plan and have no value. 

Considerably less information is available on the 
cost of adult care through clinics. Recently the 
American College of Dentists published such a 
study under the heading “Dental Care for Adults 
Under Clinical Conditions.”77 Because it is the 
single study that has been made of adult dental 
care under clinical conditions, there is a danger 
that it will constitute the sole reference. 


There is a study now being made, or soon to 
be made, of the cost of rendering dentistry through 
Army and Navy dental clinics. We won’t be able 
to laugh away these figures by insinuating that the 
dentistry that was rendered was bad. Although 


. there has. been some criticism, mainly by civilian 


dentists, of the dentistry rendered by the Armed 
Services, many men in the Armed Services state 
positively they are practicing the finest dentistry 
of their lives. An article appeared more than a 
year ago in Dental Items of Interest over the signa- 
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ture of an Army dental officer that criticized bitterly 
civilian dentistry as revealed to him.7® More recent- 
ly, a group of dental officers addressed the editor 
of one of the eastern journals and took exception 
to the suggestion that dental officers would require 
post graduate training before they would be suited 
again for civilian practice. The men insinuated 
that dental officers in the Army were in a better 
position to give post graduate work to the men who 
stayed at home. Do you think that’s true? 


The Los Angeles Dental Society has an unusual 
opportunity to render a distinctive service to organ- 
ized dentistry. It must set up a pilot plan to deter- 
mine \the cost of rendering fine dentistry under 
clinical conditions. Unless we sponsor such a plan 
and put it into operation, we may be compelled to 
accept any figures of cost that are brought to us 
by government agencies or individual dentists. 


At the moment the only groups of dentists who 
know costs for such services as they render are 
the advertising dentists. While we have our own 
opinion about advertising dentists, we must bear in 
mind that they are licensed by the state to practice 
dentistry and that the state, therefore, considers 
them: capable of performing their professional 
duties. 


Referring to groups organized to provide hospi- 
talization and medical care, Senator Wagner, in a 
letter to the editor of Medical Care, stated that 
these groups would, under a compulsory health 
program, be eligible to participate and probably 
become administrators in the local program.®® He 
was referring in his letter to such groups as Cali- 
fornia Physicians Service, Group Health, Blue Cross 
and other similar medical insurance plans. Inas- 
much as dentistry has no comparable groups, adver- 
tisers might bid for participation in such a plan. 
Would we welcome a future for dentistry that 
admits the standard of advertisers as our goal? 


Here again, medicine is in a more fortunate posi- 
tion than we. Because of the large numbers of 
groups organized to render medical and hospital 
care, medicine has approximate figures. We say 
“approximate figures” because care as rendered in 
these plans is usually one man’s conception of what 
constitutes care. It may or may not be complete 
nor of the highest quality. We must not forget that 
not one of these health groups mentioned by Senator 
Wagner as having possible administrative powers 
has ever given dentistry any consideration; in fact, 
some of them actually disparage the health benefits 
conferred by dentistry. 


If we accept responsibility for instituting a pilot 
program, there are several things we can do imme- 
diately. We should try to influence the Board of 
Education and the Los Angeles County Health de- 
partment to render complete dental care to those 
who are now receiving limited benefits. In our 
pilot plan we should not attempt to establish com- 
plete care throughout the departments, but it should 
be possible to set up a complete program in at least 
one clinic. We should also try to persuade the City 


of Los Angeles to establish a dental department at 
the County Hospital to render complete care to a 
comparatively small group. If we fail to get the 
necessary cooperation from the City of Los Angeles, 
we should approach the state with our pilot plan. 
If we can be given the opportunity to prove the 


_ value of complete care, through the means of avail- 


able facilities and available personnel, we may be 
able to present the Federal government with a con- 
structive program at the time dental benefits are 
considered in legislation. Such a study will require 
time; how much we do not yet know. Because we 
do not know the time that will be required, we 
must begin immediately. 


Dentistry’s problems in a program of voluntary 
or compulsory health insurance are many and diffi- 
cult.81 We have no figures that will enable us to 
place dentistry on an actuarial basis. Medicine has 
such figures. Medical care is a predictable hazard. 
It has been found that not more than 10% of our 
people experience a serious and unexpected illness 
each year. The majority of cases can be handled 
with a visit or two to a physician and the dispensing 
of a comparatively inexpensive drug. 


The need for dentistry is predictable, only in 
that we believe 95% of our people require dental 
care. Dental treatment is necessarily time con- 
suming and expensive. If appliances are required. 
its cost can exceed that of a major surgical opera- 
tion. The need for medical care is preceded by 
“flash” signals. Pain is only one of the things that 
hurries the patient to the physician. The need for 
dental care is hardly ever felt and when pain does 
develop, treatments are usually too late and the 
tooth must be extracted. Without medical attention 
and with a minimum of home care, sickness often 
cures itself. Dental diseases are progressive. A 
decayed tooth never restores itself.. Moreover. 
dental remedies are subject to deterioration. There- 
fore, the cost of maintenance becomes a major 
item. 


Medical services are, in public opinion, synon- 
ymous with health care. We do not know how many 
people would voluntarily avail themselves of dental 
care if and when it was made available. We may 
find in our program, to reduce the cost of dental 
care, that compulsory examinations and treatment 
will be necessary. 


From a pilot program we can determine the man- 
power required to render complete dental care, with 
the most efficient methods. After we know required 
manpower, we can then set about to find out avail- 
able manpower. With available manpower known. 
we will be able to decide the segment of our popu- 
lation which can be immediately eligible for dental 
benefits. That segment need not — should not be 
our goal. We can then develop means to satisfy 
the need and demand for dentistry. 


Unless we institute a pilot plan that will give 
us accurate information we may be compelled to 
accept the results of these other surveys or we may 
be compelled to accept plans that are essentially 
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one man’s idea of how much unacceptable dentistry 
can be produced in a given time and at what cost. 
No one man or group of men are capable of setting 
a plan for the future of dentists and dentistry. 
Whatever future they recommend will necessarily 
be limited by their own vision and conception of 
dentistry. 


Unless we institute a plan others may do it for 
us. Groups organized to render medical care are 
taking an increasing interest in dentistry. Several 
of these groups have indicated their intention to 
institute dental programs.8* Will these groups, 
through this extension of their services, eventually 
become administrators of medical and dental bene- 
fits in a program of compulsory health insurance? 


What may be the attitude of these groups towards 
dentistry is indicated in this extract from an Eastern 
newspaper :83 


“Dentistry is the sore spot in the health system 
of the nation. Much advanced technically, it is 
very backward socially. Dr. Loos thinks that there 
are not enough data available to advise a periodic 
payment system for dental care. There is, more- 
over, a basic difference between the need for medi- 
cal and that for dental care. An individual is in 
need of medical care from the moment of birth to 
the moment he dies. The need for dental care. 
however, stops whenever a man has his last tooth 
extracted and has acquired a nice set of artificial 
teeth.” This is the concept of dentistry held by 
one of the health groups that may be given admin- 
istrative powers. Do you like it? 


If our first efforts to establish a pilot plan are 
not successful we must not lose heart. The plan is 
sufficiently important to justify investigation of 
every method to get it started. Last month in the 
report presented to this group it was stated that 
Los Angeles County expended $14,000,000 for health 
a year.54 It was further stated that figures on den- 
tistry are few and negligible in value. 


Inasmuch as the dental conditions in Los Angeles 
are inadequate now, we should be able to interest 
the community in sponsoring a pilot plan to pro- 
vide complete dental care. 


If we do get such a program started, we must 
not imagine that interest ends there. We must 
assume responsibility for the program. We must 
set up in easy to understand terms the objectives 
of the program, including the objectives of good 
dentistry. Standards that are established must not 
be made dependent upon the materials that are 
used. We must set up the methods of examination 
and diagnosis. As dentistry is practised now, some 
men conduct their examinations with a mouth- 
mirror; others find it necessary to use an explorer. 
Some use an X-ray. A few make study models and 
study the occlusal relationship, and a small minority 
require oral registration for the purpose. Where 
there is such a wide difference in methods employed, 
we must establish a method that will accomplish 
the greatest amount of good. We must also be 


willing to assure in the pilot plan that the quality 
produced is the best dentistry prescribes. There 
must be no apologies later that will minimize the 
value of our pilot plan. 


We must also include in our plan attention to 
the prevention of dental ills. To date definite re- 
search in this direction has been limited. Yet we 
know that the need for research is tremendous 
because dental ills afflict everybody. Because the 
ill effects of dental diseases have not been appre- 
ciated and understood by dentists, physicians and 
the public, for their insidious and disastrous effect 
on human health, funds have not been made avail- 
able for research. The determination of the need— 
the full need — of dentistry will be the research 
work justifying a tremendous research program on 
a national basis. Dentistry must be presented to 
the public as an essential health service before 
larger private and public funds will be made avail- 
able for research. Research to date must be corre- 
lated, evaluated and related. 


A successful pilot plan will establish adequate 
provisions for dentistry in the health picture pro- 
jected by Dr. Parran. In his health centers can 
be included facilities for dental research. 


In our plan we may ask how much of our dental 
education must be correlated with medicine. Shall 
we move toward establishing dentistry as an actual 
specialty of medicine, or shall we seek to retain its 
present autonomous position? Do we want to con- 
tinue the mouth as an independent unrelated portion 
of the anatomy? And how clo«e can we get to 
medicine without losing our individuality? 


We may find, after the plan has been in opera- 
tion, that revisions in our dental curriculum should 
be considered for the purpose of improving the 
quality of service now rendered and for the pur- 
pose of developing more efficient methods. We 
should not lose sight of this possibility and be 
willing to consider it if and when it presents itself. 


Some will say that a program of complete dental 
care will prove too costly for the public. To those 
critics, we reply: “If complete dental care of as- 
sured high quality and produced on the most effi- 
cient basis, cannot be justified in a public health 
program, how long more can we justify it on the 
present basis? How soon will the public compel 
us to relinquish surgical benefits to physicians and 
to assume a role for ourselves that is based entirely 
on a realization of dental cosmetic objective. Can we 
not prove that the lack of dentistry is more costly 
in health than the cost of dentistry in money?” 


We must not now restrict our vision to gain a 
temporary personal advantage. We must make those 
who follow us in dentistry glad that we are taking 
the step that is proposed. This group can be a 
stimulus to organized dentists. We are no less 
loyal as dentists because we are willing to cooperate 
with the public. Because we are willing to change 
methods of distribution of dental benefits, because 
we believe the public has the right to develop new 
means to purchase health, it should not follow that 
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we are red, pink, or any other particular color. 
Medicine has long had liberal, minority groups 
within its fold who have worked actively with 
governmental agencies in developing health pro- 
grams. Dentistry has had no such minority and 
therefore has been without representation in any 
program that did not follow the now discarded 
famous eight principles. 


The job ahead of us is a big one. After we prove 
our pilot plan we must inaugurate an extensive 
program of dental education to dentists, physicians, 
educators, labor and industrial leaders, legislators 
and the public.85 Unless a dental health educational 
program follows the proving of the plan, dentistry 
will not win the recognition necessary to justify 
inclusion in a national health program. 


In order to justify a pilot plan by this group, 
we have found it necessary to acquaint you with 
much other information that has a direct relation- 
ship to our problem. The history of education, I 
hope you found interesting. It must now be ap- 
parent to you that present opposition to a national 
health program parallels the earlier opposition to 
public education. The different problems that face 
medicine and dentistry in the administration of 
health benefits are matters which we must make 
known to those who develop health programs. You 
must realize now that there are some disadvantages 
to distributing dental benefits in an insurance pro- 
gram through the medium of private practice. Yet 
we have no actuarial costs that will guide us in 
recommending a program that includes the admin- 
istration of dental benefits by groups of dentists. 
We only know that a survey is now being made to 
determine these costs in Army and Naval dental 


clinics. A pilot plan in Los Angeles, instigated 
and supervised by the Los Angeles Dental Society, 
will give us much information that is not now avail- 
able. Such a program to be accurate must include 
complete dental care by competent dentists work- 
ing under satisfactory conditions. If we fail to get 
such a program started by local agencies, we must 
appeal to the state and if necessary to the federal 
government for assistance. From the pilot plan we 
should be able to develop a plan that will be a 
credit to organized dentistry — a plan that will save 
dentistry in America from the disappointments that 
were suffered by dentists in the programs of other 
countries.®® 


We also implore dental groups in éther parts of 
the country to institute similar pilot plans. Unless 
we can arouse their interest in such a plan dentistry 
may suffer. Dentistry need not suffer if we plan well 
the beginnings. 


American dentistry is today highly regarded 
throughout the world for its technical achievements. 
We may tonight be starting a movement to win for 
dentistry recognition that it has been so long denied. 
We must not miss this opportunity now. It may not 
be available to us again. 


3875 Wilshire Boulevard. 
Los Angeles, Calif. 


The author of this paper would appre- 
ciate your comments. Today while the 
subject matter is fresh in your mind, 
drop a note or post card to Dr. Donald 
G. MacQueen, 3875 Wilshire Boule- 
vard, Los Angeles, California. 


This paper, “A Basic Plan for the Protection of the 
Public and the Dentists in Social Programs,” could not 
have been written without the assistance of several inter- 
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Harvey Leach, D.D.S., President, and Earl Thee, D.D.S., 
Program Chairman, encouraged the writer to assemble 
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